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What does nursing management mean to the average hospital doctor? The chances are that it means "Salmon," and my experiences of addressing doctors prompts me to say with confidence that the word tends to provoke a brisk reaction, especially among elder members of the medical profession, who remember with nostalgia the days of matrons and all powerful ward sisters. I propose to put the nursing management structure in perspective by providing some background to and facts about the Salmon reforms. In 1963 Brian Salmon was commissioned to lead a study into the organisation of the nursing services.' At that time these services were headed by a matron, who reported to the hospital management committee through the group secretary. Mr Salmon's team concluded that someone who shouldered the responsibility for such a large share of the group's expenditure-nurses cost about 400°of a hospital's budget-should report directly to the hospital management committee.
In retrospect it was, perhaps, a mistake to have assigned numbers to the new post holders, but the idea of appointing a nursing officer (No 7) to be responsible for the nursing service provided in, say, four wards of a hospital was cogently argued. There was logic in introducing a nurse manager at this level, as it facilitated the monitoring of ward nursing activities and standards. Two unforeseen consequences of this arrangement affected the medical staff. Firstly, many had become accustomed to thinking of "their" ward sisters, and the interjection of a nursing officer was inevitably seen as disrupting this feeling of ownership. Secondly, Salmon schemes were introduced in an era when early retirement was an option seldom taken by nurses and, consequently, some assistant matrons were suddenly returned to active service despite their lack of up to date clinical knowledge and skill. This prevented the service reaping the full benefits of the structural change immediately and, worse still, it sowed the seeds of scepticism among medical colleagues. Unfortunately, it also deluded people into believing that the number of chiefs had outpaced the number of Indians. Published statistics and the report of the Royal Commission on the National Health Service subsequently showed, however, that the proportion of nurses above ward sister level was lower than that before the implementation of the Salmon recommendations. programmes. Mr Clarke said that the programmes already submitted amounted to £100 million and so claims that no well managed authority should have difficulty in financing the award without reducing any patient services.
Honorary contracts for junior clinical academic staff
Health authorities have been notified in circular PM(84)12 of the circumstances when junior clinical academic staff should be issued with honorary contracts and the form that these should take. The profession has been concerned for some time that honorary contracts were being issued with letters of appointment instead of honorary contracts. Honorary contracts must be issued if there is a clear understanding that the doctor is to provide a service for the authority. The authority should be satisfied that there is clinical work to be done and agree the specific duties with the appointee. This should be formally recorded. It applies whether the doctor is providing a direct service to patients or an indirect one through a support specialty which forms part of the services provided by the authority. Letters of appointment, on the other hand, should be issued only if the doctor will neither undertake not supervise clinical procedures, nor provide any other service for the authority. The letter of appointment will simply ensure access to health authority facilities-for example, to enable the practitioner to be engaged solely on teaching or research.
The terms and conditions of service of hospital medical staff have been amended to clarify the terms of service which apply to honorary contract holders. The amendment came into effect on 3 July.
Remuneration of occupational physicians
The BMA's recommendations on the remuneration of occupational physicians have been revised in the light of the 1984 review body report. Copies have been sent to members of the association working in occupational health, but any member may obtain a copy by writing to the secretary to the occupational health committee at BMA House.
Perspectives in NHS Management-continued from page 331 it has focused attention on the whole question of who does what. Nurses have demonstrably never been averse to taking on board new responsibilities if these help to make more effective use of a team's combined talents. Of late, these changes might seem to have featured more bureaucratic overtones, but medical colleagues will readily appreciate the need for the attendant safeguards.
Does the nursing process help the patient or does it just add to the paperwork? Earlier this year the BMJ published an article on the nursing process by Professor J R A Mitchell of the department of medicine, University of Nottingham Medical School.4 Although his contribution was intended, presumably, as something of a "put down" of this development in nursing, I found myself agreeing with some, but not all, of his contentions.
The nursing process reinforces the concept of the team approach to the provision of patient care, but many would agree that there has on occasions been an unfortunate overemphasis on paperwork that has camouflaged the straightforward nature of a system intended to improve the nursing care of patients. The nursing process is intended to help identify the patients' nursing needs more effectively and to help in meeting them in the most appropriate manner. Some of these will be inseparable from medical needs, and the concept of working together is not only appropriate but essential. Enlightened medical practitioners will, however, acknowledge that many of a patient's requirements relate to his nursing care and these have always been left to nursing staff to organise. What is so wrong with nurses exploring how best they should respond to these needs ?
Professor Mitchell was quite right in arguing that the approach demands the development of effective evaluation procedures, but let us give the nursing process some credit for having provoked a discussion that has helped to foster this recognition. Nursing interventions do exist. Medical staff are, for example, little concerned with scheduling or monitoring the hygiene and care of the skin. The more enlightened nurse would freely admit that she has limited information as to the consequences of alternative regimens on this front. Assessment procedures are needed, and fortunately more and more are slowly forthcoming as a consequence of a growing body of nursing research.
Nurses are not alone in not knowing the consequences of all our actions; indeed, White recently concluded that only 15(1, of all medical procedures have a proved effectiveness.5 Professor Mitchell's statement, "as doctors know only too well from our attempts to evaluate the best way to manage heart attacks, cancer, stroke, and high blood pressure you get good answers only if you have well designed studies and suitable mathematical techniques," comes across as a trifle patronising. More important than the well designed study and the complex mathematics is an initial inquisitiveness. The nursing profession now has a gradually expanding academic base for those intent on studying nursing in that environment. This, in turn, fosters the spirit of inquiry that has helped to spawn the present interest in the nursing process. The more we, as nurses, know about the patient's nursing needs, how to assess them, and how to set about ascertaining the consequences of responding to them in alternative ways the sooner will we be able to make a greater impact on responding to the patient's total needs. That response is best made as the member of a team.
